In January 2017, a 35-year-old woman was admitted to our hospital with insidious onset of upper abdominal pain. A computed tomography (CT) scan showed bilateral ovarian cysts with fat fluid level, calcifications, and Rokitansky protuberance, compatible with ovarian teratoma (Fig 1) . Antidependent fatty pockets with soft tissue rim were found at the bilateral subphrenic space, likely representing reactive changes to spilt cyst content, which also explained the patient's upper abdominal pain. The patient had stable vital signs and was therefore treated conservatively. Followup ultrasonography scan showed globular fatty locules on the liver surface, compatible with escaped fatty cyst content (Fig 2) . Subsequently, the patient underwent bilateral ovarian cystectomy. Histology confirmed bilateral ovarian mature cystic teratoma. Intra-operatively, widespread flimsy adhesions and multiple sebum-like implants were seen in the peritoneal cavity, consistent with changes related to teratoma rupture. The peritoneal cavity was irrigated and her symptoms gradually subsided; however, follow-up CT showed mild interval enlargement of the fat-attenuated lesions (Fig 3) .
Case
In January 2017, a 35-year-old woman was admitted to our hospital with insidious onset of upper abdominal pain. A computed tomography (CT) scan showed bilateral ovarian cysts with fat fluid level, calcifications, and Rokitansky protuberance, compatible with ovarian teratoma (Fig 1) . Antidependent fatty pockets with soft tissue rim were found at the bilateral subphrenic space, likely representing reactive changes to spilt cyst content, which also explained the patient's upper abdominal pain. The patient had stable vital signs and was therefore treated conservatively. Followup ultrasonography scan showed globular fatty locules on the liver surface, compatible with escaped fatty cyst content ( Fig 2) . Subsequently, the patient underwent bilateral ovarian cystectomy. Histology confirmed bilateral ovarian mature cystic teratoma. Intra-operatively, widespread flimsy adhesions and multiple sebum-like implants were seen in the peritoneal cavity, consistent with changes related to teratoma rupture. The peritoneal cavity was irrigated and her symptoms gradually subsided; however, follow-up CT showed mild interval enlargement of the fat-attenuated lesions (Fig 3) .
Discussion
Mature cystic teratomas (also known as dermoid cysts) are common ovarian germ cell neoplasms accounting up to 10% to 25% of all ovarian neoplasms. 1 They are cystic tumours composed of well-differentiated derivations from at least two of the three germ cell layers. Tumours are bilateral in about 10% of cases. On ultrasonography, cystic teratoma commonly manifests as a cystic lesion with a densely echogenic tubercle projecting into the cystic lumen; or a diffusely or partially echogenic mass with posterior attenuation by sebaceous material and PICTORIAL MEDICINE hair. Multiple thin echogenic bands caused by hair in cyst cavity can also been seen. Pure sebum within the cyst can be hypoechoic or anechoic, fluid-fluid level can result from sebum floating on aqueous fluid which appears more echogenic than the sebum layer. On CT, the diagnosis of mature cystic teratoma is rather straightforward; fat attenuation within a cyst is diagnostic of mature cystic teratoma. Teeth or other calcifications can be seen in 56% of cases. 2 Spontaneous rupture is an uncommon complication of dermoid cysts owing to the presence of a thick capsule, and is only seen in 1% to 4% of cases. 1 Acute peritonitis can result from sudden rupture of tumour contents as seen in the present case. Chronic granulomatous peritonitis is caused by chronically leaking teratoma and is characterised by multiple small white peritoneal implants and dense adhesions with variable ascites. Visualisation of fatty implants within the peritoneal cavity is diagnostic. 3 The reported CT findings of granulomatous peritonitis or intraperitoneal rupture of teratoma are inconsistent. 1, 3 In one case, capsular fatty implants were seen in the dome of the liver, similar to the CT appearance in the present case. In other patients there can be a significant amount of intraperitoneal free fluid and an omental cake appearance mimicking peritoneal carcinomatosis.
Chronic granulomatous peritonitis is a potentially serious complication of ruptured dermoid cyst and can lead to bowel obstruction resulting from adhesion. Removal of cystic content and copious peritoneal lavage should be performed to prevent new adhesion and peritoneal granuloma, and can be a successful method for treating chemical peritonitis caused by ruptured ovarian teratoma. 4 In the present case, progression of the right subphrenic fatty implant, possibly related to incomplete removal of the cystic content, resulted in chronic granulomatous peritonitis. The patient may have benefitted from further peritoneal lavage.
